Since the pioneering efforts of Löe and co-workers,1 various studies have been performed on groups of patients to demonstrate that instruction in oral disease control, plus regular dental care, would markedly slow the progression of destructive periodontal disease and the incidence of gingivitis. Suomi (Table 5) . Furthermore, over 94% of these subjects rated the quality of the services provided by the ODCC as good (Table 5) . Perhaps more impor- tantly, none of the subjects rated the quality of the services as poor.
Attitudes toward dental hygiene in general were also positive ( Table 6 ). The majority of subjects indicated that they wanted to know more about dental and gingival care, were interested in disease cause and control, and that pressure from their dentist did not cause them to take better care of their teeth.
As the ODCC treatment had no significant sustained effect on level of plaque, the Treatment Group was stratified on two hygiene variables-weekly brushing and weekly flossing. The stratification was based on acceptable hygiene habits necessary for maintaining healthy teeth and gingiva. Thus, the subjects were stratified by brushing habits (twice daily or more vs. less than twice daily) and then by flossing habits (once or more daily vs. less than once each day). As reported in Table  7 , there were twice as many subjects who brushed less than twice a day, than there were who brushed more frequently. And, among those who brushed less than twice daily, neither age, hygiene habits, length of time between initial and follow-up visit, nor knowledge about dental and gingival disease were significantly related to level of plaque.
In the group who did not report brushing twice or more daily, all hygiene habits were significantly related (including brushing and flossing). However, knowledge was not significantly related to level of plaque, although length of time between initial and follow-up visits was.
And, when stratified by flossing habits, i.e., more than seven times per week or less than eight times per week, the same lack of relationships were found between dental hygiene habits and either knowledge or level of plaque at the follow-up visit (Table 8 ). There was considerable variability in knowledge (Table 9) as well as in level of plaque accumulation (Table 1) . However, these variables were not significantly related (Table 3) .
Nonetheless, several significant relationships were detected in this study. For example, in brushing, the use of staining tablets and yearly visits to the Emory Clinic were all significantly and negatively related to age. Thus, younger patients tended to report lower levels of dental hygiene practice than did older patients (Table 3) . Further, these three dental hygiene practices (brushing, flossVolume 51 Number 10 Oral Disease Control Program 611 ing, and use of staining tablets) were all significantly and positively related.
DISCUSSION
As stated previously, our suburban population compared favorably with the cross-sectional group in Suomi's studies.2"4 In addition, the flossing and brushing habits reported in our study parallel the home care of Suomi's group,2"4 as well as Ramfjord's16"19 and Lindhe's5'6 pop- 
